Kimbell: In a review of the records of this Section since 1900, I can find only three major previous discussions on carcinoma of the body of the uterus (see Donald and Shaw, 1929; Strachan, 1930; Hurdon and Chambers, 1933 ; see also Palmer, 1928).
in England and Wales for the five-year period ending 1952 shows, in the last three years, roughly 2 cervix cases to 1 corpus. Kottmeier (1953) states the proportion to be 2-4 to 1. Randall (1945) finds 4 5 to 1 in the 45-55 age group, but parity in the 70-75 age group. Way (1951) finds 7 cervix cases to one body admitted for treatment; he quotes Stallworthy of Oxford as giving a figure of 2 to 1.
Age.-Although carcinoma of the corpus occurs principally in the postmenopausal patient, in this series 20-8 % (51 in 245) were premenopausal; the majority were between 50 and 70 (188 of 245). It is worthy of note that 4 cases occurred before 40 (30, 34, 38 and 38) . Donald and Shaw (1929) found only 1-3% were premenopausal; McCullagh (1929) reported 5-79% under 40; Dearnley (1949) found 31 % were premenopausal, Novak (1947) 34%, and Rickford (1953) 20%.
Age of onset of the menopause.-In 173 cases of known age 49 5 years was the average. The literature states 46-48 years. The Medical Women's Federation in 1933 found 71 % (966 women) ceasing to menstruate before 50. In the present series 64-1 % had a menopause at 50 or over. Randall (1945) states that 35% of women ultimately developing adenocarcinoma of the fundus have continued their normal periods past the 50th year, as compared with 8 % in the control group. Crossen and Hobbs (1935) drew attention to the fact that in cases of carcinoma of the fundus menstruation ceased later than in normal women, and this opinion is generally accepted to-day.
Parity.-In this series 60 cases were multiparous in 227 where the information was available (26 %). Dearnley (1949) found 11 6% to be multiparous, and Crossen (1946) found 38% (cf. cervical cancer 1-10%).
AEtiology.-Stilboestrol in relieving the menopause should be used with caution and should not be prolonged.
Fibromyomata: It is difficult to know the true incidence of fibroids in the general population. In carcinoma of the corpus 25-33 % of cases are associated with fibroids according to the literature. In this series fibroids were only noted in 11 cases, clearly due to inadequate notes.
Obesity was noted in 16 cases, but doubtless was more common. Way (1954) stresses that weight and height must be considered together; he found 44 obese cases in 88. Obesity is clearly allied with hypertension and diabetes, and these three conditions are commonly associated with carcinoma of the body.
Previous radiotherapy had been given in 7 cases: Radium twenty-five, twenty, fifteen, six and four years before; X-ray twenty-one and seven years before.
Diabetes was noted in only 4 cases. In the literature the association is stated as much commoner: Scheffey et al. (1943) give 11 0%; Moss (1947) , using glucose tolerance tests, found 11 in 23 cases; Palmer et al. (1949) in 165 consecutive cases found 16-9%; Way (1954) in 106 cases, using glucose tolerance studies, found 29 % diabetic. Many other cases show a prediabetic type of curve. Spiegelman and Marks (1946) found an incidence of 1-02% in 1,300,399 females over 35. As Way says, on this estimate clinical and subclinical diabetes would be 28-4 times as common in his series of cases as in the general population. Way (1954) suggests that there is some evidence to show that over-activity of the anterior pituitary as judged by fibroids, diabetes, &c., occurs, and that this factor may be hereditary.
Symptoms.-Almost exclusively carcinoma of the corpus declares its presence by postmenopausal bleeding, varying from a "show" to frank loss. Bleeding may be late and the findings extensive. In others discharge often tinged with blood or purulent discharge from a pyometra may be present. Pain is unusual except in extension outside the uterus, with sometimes large fixed pelvic tumours, or when the corpus is distended by blood or pus. In some 20 % where the lesion is premenopausal OcT. irregular or prolonged bleeding is the presenting symptom. If we exclude cases of three-, four-and five-year symptoms as stated in the records the average duration of symptoms was 7-05 months.
Diagnosis.-Diagnostic curettage is indicated in any increased or prolonged bleeding premenstrually, especially in women continuing to menstruate after 50. It is also indicated in any postmenopausal case even if an obvious cause such as senile vaginitis, caruncle or polyp is found. Section, biopsy or smear examination, whilst valuable in experienced hands, should not replace diagnostic curettage. Hysterography is used by some who state that the risk of spread is only theoretical. Such studies show that cervical involvement is more common than is believed. Heyman (1936) urged the value of fractional curettage, the resulting specimens being kept for separate examination. It is common experience that the insertion of a dilator is followed by a gush of tumour tissue, the exact origin of which is difficult to assess.
In a study of 780 cases Heyman found 172 (18 %) involving corpus and cervix. Leissner (1950) found 22% in a most careful examination of specimens. The site of origin is clearly important as regards choice of treatment, as those cases in which the cervix is involved will be associated with a very different spread. In the present series few such cases were noted. One case was diagnosed only at post-mortem examination after admission to the medical wards in a state of great emaciation. Several cases were found at laparotomy for pelvic tumours. A few cases were found after vaginal hysterectomy for procidentia.
Finn (1952), reviewing 299 cases, found that errors in diagnosis include: (1) Failure to investigate irregular bleeding in a woman still menstruating.
(2) Correction of only obvious cause of postmenopausal bleeding. (3) Disregard of significance of perforation in older women. (4) Failure to curette when cervical stenosis is dilated and heematometra drained. (5) Reliance on smears for diagnosis. (6) Complete reliance on endometrial biopsy. (7) Inadequate curettage.
To this list I would add (8) Failure to perform endometrial biopsy in cases receiving cestrogen therapy where treatment has ceased and bleeding continues.
Treatment.-The main methods are as follows: (1) Abdominal total hysterectomy and removal of tubes and ovaries with or without pre-or post-operative radiotherapy.
(2) Vaginal hysterectomy-notably by Professor Bastiaanse.
(3) Radium therapy-notably at the Radiumhemmet, Stockholm, with operation for failed cases. Clearly the question of the general state of the patient such as age and 'infirmity, gross obesity, cardiovascular disease, respiratory disease, will influence choice of treatment. Some patients refuse operation or any treatment. A small group are found to be inoperable at laparotomy. Finally, the site of origin of the growth is important.
To compare results there must be some form of international agreement. Many classifications have been suggested. That of Professor Heyman and the Editorial Committee of the Annual Report (1953) clearly should be in general use.
Operation alone: Several rules should guide us. (1) The cervix is sutured; this can be difficult. The cervical occlusive clamp designed by Mr. R. Percival (1952) is worthy of note since it is easy of application and there is no spill (see p. 906).
(2) Ligature of the ends of the tubes is advised.
(3) Gentleness in handling of the uterus. Despite all this care, the uterus can be so rotten that it ruptures and there are the rules brought to nought.
Whether operation should be proceeded with at once after diagnostic curettage or postponed one week because of disturbance of cells, I do not know.
The operability rate in this series was 90% (221 in 245 cases). Mortality was 6 in 221 cases, i.e. 2-7%: pulmonary embolism occurred in 3, post-operative collapse in 1, infection (died twenty-fifth day) in 1 patient who had had pre-operative radium, and uremia in 1.
Vaginal hysterectomy.-This is the method of elective treatment by Professor Bastiaanse (personal communication). I have details of 262 cases by the vaginal route and 35 by the abdominal route. There was one death in 297 cases. The operability rate was 94 9 %. In a series of 115 cases one or both ovaries could not be removed in 28,7%.
Raaiwn.-Professor Heyman and his colleagues have made an outstanding contribution. Hysterectomy is reserved for cases in which there is failure of radiotherapy, or in which intracavity radium is not suitable. Dr. Lederman will describe in greater detail the It is not possible to quote the 1952 survey of cancer in London in which 321 cases of cancer of the corpus uteri are reviewed, as 18 sarcoma and chorion carcinoma are included.
In my series there were 2 fatalities due to perforation of the uterine wall, 1 death from pelvic abscess after radium and 2 deaths from pelvic peritonitis after radium and radiotherapy.
Mr. W. R. Winterton (Middlesex Hospital): Carcinoma corpus uteri has been considered relatively so benign a growth compared with cancer elsewhere that we have been too easily satisfied with the results of treatment. Most of the published results show 60-70 % five-year survivals, that is, between 30 and 40% of the cases will die of the disease within five years of treatment, and still more within ten years.
Thus it has become the usual practice to perform the minimal operation for this cancer, instead of wide removal.
It must also be remembered that as a general rule only the better series are published. It can therefore be assumed that the five-year survival rate generally is lower. I have examined the notes of four hospitals from 1930 onwards mostly from the Middlesex Hospital. These include every case of carcinoma corpus uteri together with many inoperable cases from other hospitals sent for palliative radiotherapy. The 350 cases represent the results from over twenty different surgeons and can therefore be considered a completely impersonal series; the five-year survival rate is almost exactly 50 %. I have taken a five-year survival rate for convenience, but I would stress that five years is inadequate. Many of these patients are old and cancer grows more slowly in old people. A number of cases who survived five years later developed recurrences, the longest time being a recurrence in the vault twelve years after a total hysterectomy.
Diagnosis.-The symptoms of carcinoma of the body are bleeding and sometimes a serous discharge, and as a general rule the symptoms arise late in the disease. The growth is enclosed in the uterus where it is comparatively free from trauma and free from infection, and consequently the growth often continues for a long period before it begins to break down and give rise to bleeding. Regular menstruation and the presence of a carcinoma are not incompatible. As evidence of this delay we frequently find the endometrial surface of the uterus entirely replaced by growth although there is only a short history of bleeding.
Though the textbooks tell us that the growth is rare before the age of 50, I was surprised to find in this series of 350 cases that nearly 20% were under 50. The ages of my own personal series varied from 27 to 85, with an average age of 56.
Most of us agree that a diagnostic curettage is necessary, but there is a school of thought which considers it dangerous and liable to spread the growth. There is also a school of thought which stresses the importance of fractional curettage in order to determine the exact site of the growth. It is, of course, important to distinguish between a cervical and a corporeal growth, but anything more than that is likely to be ina,ccurate and of little value. Frequently the growth seems to pour out of the cervix as soon as the cavity of the uterus is entered.
For the last twelve years I have been doing an operation of the Wertheim type on these cases. I have operated on 90 cases, of which 61 were more than five years ago.
Of the 28 cases in which I have reports on the glands, in only 2 were they invaded. This is a small proportion but surely sufficient to warrant removal. It is argued that this extension of the operation adds to the mortality and morbidity. Of the 90 cases there were three operation deaths, an operative mortality of 3-5%. Many of these patients are old but in older patients the operation is less difficult. The tissue planes are easier to find and there is less bleeding. There were no urinary fistule but some of the patients were left with stress incontinence which is a not uncommon sequel to a Wertheim. Recently I have been doing a routine Everard Williams bladder fixation in an attempt to overcome this.
Operability rate.-So firmly do I regard surgery as the treatment of choice in this condition that operation has been attempted in every case except one. My oldest patient was 85 at the time of operation, which was rather less extensive than the routine. She is now 89 but is still too recent to be included in the follow-up series. My fattest patient weighed 20 st. and there were 2 of 17 st. No patient was refused operation on account of hypertension, heart disease or diabetes, for which I have to thank my loyal and efficient antesthetists. The advances in anasthesia and blood transfusion in the last fifteen years, and to a lesser extent the introduction of chemotherapy and antibiotics, have made this extension of the operation practicable. Previously the operative mortality would have been too great to be justifiable.
Going through this large series of notes since 1930 it is my impression that the number of advanced cases seen has much diminished in the last fifteen years.
My operability rate is high (95 %) and only I patient was refused operation. She was a feeble 79 which in 1940 I considered too old. I find it difficult to understand why some series should include such a large proportion of inoperable cases. Many cases of carcinoma of the body are associated with fibroids and these may well be mistaken for extensions of the carcinoma. I consider that unless there is a distant metastasis such as a secondary in bone or one at the introitus of the vagina almost every case warrants a laparotomy and should not be considered inoperable until that has been done. It so happened that I was not faced with any cases of this kind.
Recurrences.-One of the major problems of carcinoma of the body of the uterus is the high incidence of recurrences in the scar of the vaginal vault. The Middlesex and Soho Hospital notes are not always sufficiently detailed to give the exact figure. Though the majority of recurrences are described as local, specific mention of recurrences in the scar of the vaginal vault occurs only too frequently. It is, however, impossible to give an accurate figure. In 1 case a vault recurrence appeared for the first time twelve years after operation.
How do these growths arise? There are three possible sources. Either there is lymphatic spread in the wall of the vagina, or it may be embolic, or it is a result of spill of cancer cells.
Lymphatic spread is probably responsible for the occurrence of secondaries at the introitus. These are, however, fairly uncommon, and the fact that in only 2 cases out of 28 was there invasion of the glands seems to demonstrate that lymphatic spread is unusual. Some American authors put the figure much higher and perhaps my figures are too small to be of great value.
Lymphatic spread, on the other hand, is unlikely to be the cause of vault recurrences. This is probably brought about by the spill of cancer cells during the operation. An interesting comparison may be made with the operation of restorative excision of the rectum. Here it was found that a common position for recurrences was the site of the junction and it was thought that cancer cells were stitched into the bowel wall. By putting a clamp on the bowel below the growth and washing out the bowel below this level with many pints of 1 in 5,000 perchloride of mercury which kills off cancer cells, the incidence of recurrences at this site was considerably reduced.
Embolic spread is responsible for bony metastasis of which there was one case in my series, occurring three years after operation.
There are a number of methods in common use to try and prevent this danger of cancer cell spill. Operation is postponed for a week after the diagnostic curettage to allow the cancer cells lying in the vagina to die. This I am sure is a wise precaution, and if an operation of the Wertheim type is being considered it is, of course, most important that histological confirmation of the growth be first obtained.
The cervix is stitched up as a preliminary to operation. This seems a very crude and unsatisfactory method. The manipulations of the uterus during its removal are likely to squeeze cells through a stitched-up cervix.
Pre-operative radium may be used. This must help, provided an adequate dose is given, but it is essential that the dose is truly adequate. I have no experience of this but I intend to adopt it in the future.
For some years I have put a pack in the upper third of the vagina and then a full pack below this. At the stage of the operation when the vagina is about to be divided, the lower pack is removed and a Bonney-Wertheim clamp, which is modified by having teeth like a Willett's scalp forceps, is put across the vagina below the upper pack and the vagina is divided below the clamp. By this method it is hoped that any cancer cells which have been squeezed out of the uterus during the manipulations of the operation will be caug.ht by the pack and that none will reach the vagina which remains.
The commonest recurrence is the mass in the pelvis which frequently feels almost unattached to surrounding structures. It is difficult to know exactly from what tissue it is arising. It may be in the lymphatics, although the glands are so rarely affected and the characteristics of the recurrence differ from that seen in cervical cancer where it arises in the glands on the side wall of the pelvis. This may be also due to the spill into the pelvic tissues during the operation. A year ago I had a case of recurrence involving two coils of ileum while the pelvis was completely free from growth, occurring eighteen months after operation. It is difficult to explain this by any way other than by spill. A certain number of patients are going to die of distant metastases whatever treatment is given to the pelvis. These are unavoidable with the present methods of treatment at our disposal, but there is ample scope by more careful attention to detail, by a more radical operation and by pre-operative sterilization of the growth by radiation to reduce the number of recurrences in the pelvis.
My own series consists of cases operated on since 1940 when I began to do a more radical operation. At first it consisted of removal of the parametrium to the side wall of the pelvis and including between half and two-thirds of the vagina. I did not take the glands. My reason for this type of operation was that in cases of cancer as wide a clearance as possible should be made. From 1948 I took the glands as well, not because I felt that a lymphadenectomy was important but because it gave a wider clearance and made hlemostasis easier. At the same time the small upper pack was used. In the case of very fat or very old patients a less radical operation was sometimes adopted, but these have not been separately classified. Table I shows that 61 cases were seen between 1940 and 1948. One case was refused operation in 1940 because she was aged 79 and she was treated with radium. The other cases described as inoperable consisted of one case of alimentary tract invasion with fistula formation, which I attempted to operate on without complete removal and the patient died. In 2 cases there were plaques of growth on the rectum which to-day would have been treated by a posterior exenteration. In one of these a secondary at the introitus had been treated in 1942 with radium and the primary in the uterus was not diagnosed till 1946. I am fortunate in that only one patient died of intercurrent disease, and only one was lost on followup. If I may leave these out in assessing the results it gives a 76 % five-year survival rate or an 82% five-year survival rate if calculated on those cases where there was a complete macroscopic removal. Table II gives the cases from 1940 to date. This is done in case it is argued that the operative mortality is likely to be high in what tends to be an elderly group. The figures of gland invasion are very incomplete, but they seem to indicate that the figure is low. The total five-year survival rate is 92 patients out of the 147, or 62 4%, and 120 or 81 -6% were treated by hysterectomy with or without radiotherapy. This compares very favourably with Heyman's 1947 figure of only 45 4% which he estimated to be "clinically operable". From 1949 From -1953 out of 174 cases were treated by hysterectomy, some of which were radical operations, giving an operability of 87-4%. It has been found that with modem methods of anaesthesia there are now very few contraindications to surgery. In view of the difficulty of analysing the results of the treatment of this disease, it has recently been suggested that a division should be made into four broad groups (Table II) , depending on the extent of this disease, as follows:
A. Confined to the endometrium and uterine 
6-1% $293°%
D. Spread to the pelvis or distant metastases.
Group D 17 . .
11-6%J
The five-year survival rates for these groups are shown in Table III . Analysis of 60 cases from 1949-1953 at St. Thomas's gives very similar results, as regards staging (see Table IV ). 
5J
The treatment adopted has been analysed and subdivided for cases falling into the various stages as follows: V it will be seen that 120 hysterectomies were carried out, a few with a menopausal dose of radium preceding operation, where the diagnosis had been in doubt, and a number with postoperative X-rays or radium either immediately or later for recurrences. 89 of these patients were alive and well five years later, or 74-2 %. 64 patients were treated with a total hysterectomy and removal of both appendages and no subsequent radiotherapy was given, as the disease was strictly limited to the body of the uterus. 53 of these were alive and well five years later, or 82 8 %, and 4 of those who did not survive died of intercurrent disease, 1 of cerebral hemorrhage three years later, 1 of coronary thrombosis one year later, 1 of a second primary in the pancreas two years later, and 1 of lobar pneumonia and senility at two years.
This analysis gives a remarkably good picture of what can be done by surgery without pre-operative radium in the treatment of this disease. It had, however, been felt by many surgeons for some time that the incidence of recurrences particularly in the region of the vaginal vault was still very unsatisfactory. Various methods have been adopted to overcome this, and in the subsequent six years at these two hospitals 16 Wertheim's hysterectomies have been done, and 10 patients have had prophylactic vault radium inserted about fourteen days after operation.
RECURRENCES
A study of cases in Group A of this series of 321 had brought to light 13 recurrences, 11 of which were at the vaginal vault. 4 of these were present within three months, 3 within six months, 1 at a year, 1 at five years.
Reference to Table VI shows that the gross pathological type has no particular significance. The length of history of sYmptoms before treatment varies from two weeks to three years; but with one exception there had been extensive involvement of the endometrium when a recurrence occurred later. There are two possible reasons for these vault recurrences. The first is the possibility that cancer cells are implanted in the operation site either by expression from the uterus during operation, or that viable malignant cells are already present in the vaginal canal at that time. Hence the practice of suturing the cervix, or packing the canal prior to operation, or the use of pre-operative intra-uterine radium, as is almost routine in the United States. The second possibility is that growth is already in the lymphatics of the parametrium. Strachan (1930) made similar observations at this Society.
The lymphatic drainage of the uterus has been studied on many occasions. Poirier (1903) describes the main drainage from the uterus being by three routes. Firstly via the ovarian vessels to the paraaortic nodes. Secondly, lymphatics run along the round ligaments to the inguinal glands. Thirdly, lymphatics from the lower part of the body of the uterus pass through the cardinal ligament to the internal iliac glands. Varady (1947) while carrying out a hysterogram inadvertently demonstrated this point when lymphatic emboli occurred. The lipiodol passed along the vessels at approximately 10 cm. an hour, and was demonstrated in the internal iliac glands in fifty minutes. No radio-opaque substance reached either the sacral or inguinal nodes. Javert (1952) has made extensive studies of pelvic nodes removed when operating for carcinoma of the endometrium. He found that in 50 cases in which lymphadenectomy was carried out pelvic lymph nodes were positive for carcinoma in 14 (28 %). He does not, however, state in which clinical group these cases were found.
It is, therefore, apparent that when the lower third of the endometrium is malignant, there is a distinct possibility of spread to the parametrial lymphatics, and it therefore follows that in sucli cases more extensive surgery may well be indicated.
However, a routine radical hysterectomy with bilateral lymphadenectomy for all cases would almost certainly so increase mortality and morbidity in this relatively elderly age group, as to defeatthe object in view.
There is no doubt that when the cervical canal is involved radical surgery is essential. The problem is to-decide which of the other cases require extensive excision.
It has been my practice during the last few years to attempt to assess the extent of endometrial involvement by fractional curettages, as originally described in Stockholm prior to packing the uterus with radium. When growth is present low down in the cavity a radical hysterectomy has been done if the patient is reasonably fit. One practical difficulty of fractional currettage is that occasionally on dilating the internal os growth oozes out of the uterus, and it is impossible to discover the extent of endometrial involvement; or at times there is a large polypoidal mass occupying the cavity of the uterus with a smallish base at the fundus and yet the curette obtains growth from just inside the os.
If it is considered that the patient is not fit for an extensive operation, a simple total hysterectomy followed by prophylactic vault radium has been used. Dobbie (1953) recently described apparatus which has given excellent results, and reduced the incidence of vaginal recurrences to negligible proportions, there being 2 only in 84 cases.
Tables VII and VIII give some details of the 17 Wertheim's hysterectomies done at the two Hospitals in the last five years. 
Negative
Negative Two post-operative deaths It will be seen that glands were only positive once in Group A, and three times in Group B. The other point of interest shown is the extraordinarily short history that may be obtained even when the disease is far advanced. SUMMARY 7X to 80% of Group A patients can be cured by simple total hysterectomy, and removal of the appendages. When the cervical canal is involved a radical hysterectomy is probably indicated. L Surgery will save a proportion of lives when the ovaries are already clinically involved, which would Section of Obstetrics and Gyncwcology 903 not be possible with radiotherapy. I do not believe that with such good results radical hysterectomy in such an old age group should be contemplated as a routine, with its attendant morbidity, prolonged convalescence, and potential operative mortality. There is, however, a place for extended surgery when the growth has given rise to symptoms for a considerable time, and can be shown to involve the lower third of the endometrium.
There may be a place for the routine use of post-operative vaginal radium prophylactically. In every case a careful and frequent follow-up visit with a speculum examination of the vaginal vault is essential to recognize these common recurrences at the earliest possible moment, as they are frequently extremely radiosensitive.
Finally with carcinoma of the endometrium, as opposed to the cervix, there is no doubt that surgery gives better results than does radium. been examined and these constitute practically all the cases of this condition admitted for treatment during the period January 1, 1943 1, , to March 31, 1952 . It is unfortunate that in the earlier years of this period, during the war pathological investigations were not so extensive as could be desired. In these circumstances an elaborate classification is impossible and I have therefore divided the cases into four groups.
Adenocarcinoma (Grade 1) -14 cases. Adenocarcinoma (Grade 2) -42 cases. Adenocarcinoma (Grade 3) -17 cases. Squamous cell carcinoma -3 cases. The histological grading of tumours is always open to criticism but in the case of Grade 3 the appearances were so atypical that there was little difficulty.
The necessity for thorough curettage is obvious because it happens in a few cases that only some of the curettings removed for diagnosis are malignant. From time to time also a case occurs in which the curette has apparently removed all traces of the disease because nothing can be found on examination of the uterus after removal.
In the adenocarcinomas of both Grades 1 and 2, one of two different types of cell appears to be concerned. Although there are cases with intermediate types of cell this distinction apparently exists. In the one type the cell is a short columnar cell which stains well and calls to mind the glandular epithelial cells of the normal post-menstrual endometrium. In the other type the cell concerned is a much taller columnar cell which stains less intensely, resembling that seen in endometrial hyperplasia. This condition, which may or may not be accompanied by cystic glandular formations, is considered to be due to the action of the oestrogenic hormone. Considerable attention has been paid during recent years to the frequent occurrence of endometrial hyperplasia both before and especially after the menopause, sometimes after the lapse of many years. Moreover, histological examination reveals that some cases of endometrial hyperplasia show atypical epithelial proliferation. This may be small and localized but often the changes are more extensive and the glands over large areas of endometrium may show atypical changes. In some cases the appearances are such that it is difficult to be sure whether we are dealing with a malignant condition or not. The association of endometrial hyperplasia and adenocarcinoma of the uterine body has been emphasized by a number of authors during recent years. It appears that in most cases a considerable period of time is required for the development of carcinoma in a case of endometrial hyperplasia. It is considered by some authorities, though not by all, that the occurrence of endometrical cancer in cases of feminizing cestrogenic tumours is too frequent for it to be merely a coincidence.
In this series, 14 of the 56 adenocarcinomas of Grades 1 and 2 have been found to be associated with endometrial hyperplasia and almost all are of the large columnar cell type. In a few of these cases areas of actively secreting glandular epithelhum have formed part of the malignant tissue.
17 cases have been placed in Grade 3. In some the sections show that a few glands are still present but for the most part these neoplasms are quite undifferentiated. In some the cells are small and round and show a resemblance to sarcoma.
Squamous-cell metaplasia of greater or less degree has been found in the majority of cases from all three grades, even in the most undifferentiated types. It does not appear to have made any difference to the degree of malignancy. 3 cases were classified as squamous cell carcinoma. In none were cell nests found.
Though this series is small, and insufficient time has elapsed to draw definite conclusions, so far as it goes the prognosis appears to be much better with the lower degrees of malignancy. Of the 17 cases in Grade 3, 9 have already died, contrasting with 1 death in the 14 cases of Grade 1, and 5 in the 42 of Grade 2; of the 3 cases of squamous cell carcinoma, only 1 survives.
Dr. M. Lederman (Royal Cancer Hospital): There are several examples in the human body of organs which are functionally highly specialized and anatomically single yet which give origin to cancers of several distinct types. The uterus is one such organ since among its neoplasms at least three forms of cancer can be distinguished, each having its own particular natural history and different prognosis, and each meriting a different treatment policy. The division of uterine cancers into those arising from the cervix (including endocervix) and those arising from the corpus is of very long standing but the possibility that other types exist was appreciated by Heyman as long ago as 1936 and only recently, in 1949, given the attention it merits.
Mr. C. W. A. Kimbell has stressed the system of classification advccated by Heyman and its importance lies in the fact that the treatment a patient receives will depend largely upon the group to which her tumour happens to belong.
I believe very firmly that with certain exceptions, cancer of the cervix is chiefly the province of the radiotherapist: equally, cancers affecting the corpus and cervix I believe are best treated by radiotherapy in the first instance with surgery in reserve. It is this group of cases that provide the radiotherapist with unexpected recurrences or unusual metastases and confound the surgeon who is wedded to the classical panhysterectomy. As far as what one may term "corpus cancer" proper is concerned, there are few who would dispute the surgeon's claim to these cases. The results of surgery are said to be good whilst the technical difficulties of radiotherapy are considerable. However, Heyman in Sweden and the late Mrs. Hurdon and Margaret Tod in this country have shown what careful radiotherapy can offer the early cases of this kind.
Having conceded to the surgeon the operable case of corpus cancer, what part has radiotherapy to play in the treatment of this disease?
Radiotherapy has a threefold part to play:
(1) It can be employed as an adjunct or complement to surgery in the form of preor post-operative radiation: (2) it can be used as an alternative to surgery for technically operable cases where the patient is a poor surgical risk, and finally, (3) it can be employed for cases not amenable to surgical treatment such as the inoperable and recurrent case.
Nobody can dispute the importance of radiotherapy to the surgically hopeless case but in this country only a minority of surgeons appreciate the importance of radiotherapy to the successful outcome of surgery. When there is proper and genuine co-operation between the surgeon and radiotherapist, i.e. both see the cases before treatment is embarked upon, it is possible for the radiotherapist to assist the surgeon in two distinct ways:
(1) By pre-operative radiation the surgeon can be helped to overcome some of his difficulties before operating. The indications are: (a) the doubtfully operable case; (b) spread to the cervix or suggestion of spread outside the uterus; (c) the anaplastic lesion.
Pre-operative treatment does not entail giving massive doses of radiation and need not therefore unduly delay operation or add to its technical difficulty.
(2) By post-operative irradiation the surgeon can be helped salvage his mistakes, i.e. (a) incomplete operation (i) lymph nodes or other secondary spread; (ii) involvement of cervix when panhysterectomy has been performed; (iii) rupture and spill.
(b) prophylactic treatment. In contrast to pre-operative irradiation, post-operative treatment for cases where operation has been incomplete must be given to full doses and entails considerable discomforts and certain risks. Prophylactic radiation against vaginal recurrence is, however, a simple procedure to be recommended in certain cases.
Radiotherapy is a valuable alternative to surgery. There is no doubt that radiotherapy can cure endometrial adenocarcinomata and in these circumstances, whilst acknowledging the small risks of modern surgery, patients with technically operable tumours who are unfit for operation should not be asked to accept risks which can be avoided by radiotherapy.
Technique.-Curative treatment usually necessitates local radium therapy in some form. There are two main radium techniques:
(1) Modified cervix techniques using a central radium source. These techniques are satisfactory for the early case when the uterus is not grossly enlarged or the seat of fibroids. For the common inoperable case likely to be referred for radiotherapy, techniques of this kind can be preceded by X-ray therapy which helps reduce the bulk of the neoplastic uterus to manageable proportions.
(2) Heyman and others have, however, approached the treatment problem from a different angle, i.e. the single line source is abandoned and the uterine cavity packed with multiple sources. By this means an attempt is made to deliver radiation to all parts of the tumour, irrespective of the size and shape of the uterine cavity. 36 904 Heyman with his unique experience and results has firmly established the value of his packing method.
The use of radium as a prophylactic post-operative measure against vaginal metastases has long been advocated by Heyman and recently Mrs. Willmott Dobbie has published some valuable work in this connexion (1953, J. Obstet. Gynwec., Brit. Emp., 60, 702) .
X-ray therapy at the ordinary voltage range, i.e. 200-400 kV, is of limited value in the treatment of pelvic cancer: whether supravoltage X-radiation or the large telecobalt units will have much to offer remains to be seen. X-ray therapy is of most use as a routine post-operative measure since by this means the whole pelvis, including the operative field, can receive a thorough general irradiation. X-ray therapy is also the main method of treating advanced inoperable cases where palliation is the sole objective, or in the advanced case showing invasion of the cervix, vagina or parametria; where curative treatment is contemplated X-radiation can be supplemented by local radium treatment, depending on the response obtained.
For the common vault recurrence, X-ray therapy to the pelvis followed by local radium is the treatment of choice, whilst introital deposits are best treated by radium implantation. Metastases outside the pelvis occasionally require treatment, i.e. para-aortic nodes, deposits in the abdominal wall, whilst ascites and pleural effusions can occasionally be helped by injections of radioactive gold.
Mr. W. Hawksworth (Radcliffe Infirmary, Oxford) presented the results of investigation and treatment which had been carried out in the Area Department of Obstetrics and Gynexcology during the past thirteen years on patients with carcinoma of the body of the uterus. In that time, up to the end of April 1954, 184 such patients had been treated and of these 98 more than five years ago.
Several slides were shown which depicted the following:
(1) Age incidence.-The commonest age group was between 55-59. 29 women were under 50 years of age, and one was 26. 85 % of cases occurred in the post-menopausal years.
(2) 84 or 46% had had no children. The incidence of the disease decreased with increasing parity, but it was demonstrated that carcinoma of the corpus uteri obviously occurred whether a woman had borne children or not.
(3) The menopause had been delayed in 101 or 55% of the cases. 15 were still menstruating regularly at the age of 50 or over.
(4) Irregular post-menopausal bleeding had been present in 120 or 65% of cases. There was no abnormal bleeding in 23 cases, but in all except 3 of these there was a brownish or blood-stained discharge. In other words a varying combination of irregular bleeding and/or blood-stained or brownish discharge had been the rule.
Two cases in the series (one aged 26 and the other aged 37) presented complaining of primary infertility and routine endometrial biopsy showed carcinoma of the corpus uteri.
(5) The uteri in 89 or 48 % of the patients had been described as larger than normal, 59 listed as normal, and 23 as smaller than normal.
(6) The state of the cervix was described in the records of 117 cases, and 48 or 41 % were recorded as softened.
The diagnosis of carcinoma had been confirmed histologically in 183 of the 184 cases. Over 60% came into Grade It of Broder's classification, and the lowest incidence was in Grade IV.
In this series of cases treatment by operation was considered to be the method of choice. The cervix was packed with gauze and sutured, the vagina was painted with Bonney's blue, and a total hysterectomy and bilateral salpingo-oophorectomy was performed by the abdominal route.
(7) Of 184 patients seen with carcinoma of the body of the uterus 164 were treated by surgical removal as described: operability rate of 89%. There were no operative deaths but 8 patients died within twenty-eight days of operation, a mortality of 4 9 %.
During the same period under review, there were in the Area Department of Obstetrics and Gynecology at Oxford, 1,844 total hysterectomies performed by the abdominal route for various conditions other than carcinoma of the uterine body, and in this group the post-operative mortality was only 0-8%. The reasons for the difference in post-operative mortality are obvious, in that these patients with cancer are often frail, poor operative risks, and belong to an older age group.
(8) Five-year results.-98 patients had been seen more than five years ago between 1939 and December 1948; all but 2, who cannot be traced, have been followed up. The absolute five-year survival rate in the series was 59 %.
In the series of 98 patients seen for the first time more than five years ago, 87 were submitted to radical surgery. It was found that 69 of these had no evidence of spread beyond the uterus at the time of operation and in this group 10 (including 2 untraced) -= 14-5%, died within five years of recurrence of carcinoma. There were, however, among these 69 cases, 4 post-operative deaths and 4 deaths from intercurrent disease, giving a five-year survival rate in this group of 74%. There were, on the other hand, 18 cases out of the 87 operated upon, who at the time of operation had evidence of spread beyond the uterus, demonstrated either in the gross or on histological examination. In this group of 18 patients, 13 (or 72%) died within five years of recurrence of 9U6 J-roceedtngs oJ the Royal iSociety of Medicine 38 carcinoma. There were no post-operative deaths, giving a five-year survival rate in this group of only 28 % as compared with 740 in the former group.
It is obvious from these figures that the surgical treatment of carcinoma of the body of the uterus offers the best chance of cure when there is no extensive spread of the growth. Although this series is small, it serves to emphasize strongly the importance of early diagnosis and the possibilities of surgical treatment.
Mr. Robert Percival demonstrated the cervical occlusive clamp that he had devised two years ago, for temporarily compressing the cervix during hysterectomy for carcinoma of the body. It was not meant to take the place of prophylactic irradiation in conjunction with the operation but rather to aid in preventing spread of growth due to spill, not only in the pelvis but elsewhere in the peritoneal cavity. It did also, of course, prevent the escape of infected material.
Cervical occlusion by means of suturing or packing was common practice yet it was not a cell-tight or watertight closure, and in the nullipara was often a difficult and time-consuming operation. This clamp was almost as quickly applied to the cervix as a volsella, and proof of its efficiency had been demonstrated many times during hysterectomy for benign conditions, using intra-uterine dye. The clamp unit was made up of two separate parts: (1) A pair of strong, light, carrier or application forceps with which to apply the clamp to the cervix and to effect its firm compression.
(2) The small sharp-toothed clamp itself, automatically locking on compression and remaining on the cervix when the carrier forceps was slipped off. In this position it took up very little room in the vault and in no, way interfered with the hysterectomy. In fact it acted as a very convenient landmark which identified the base of the portio vaginalis. (Here a detailed description of the clamp unit was given using lantern slides. See Lancet, 1952, ii, 810.) .~~~iy* FIG. 1. Cervical occlusive clamp and carrier forceps.
Dr. Paul Strickland (Mount Vernon Hospital, Northwood) described a flexible intrauterine applicator, loaded with radioactive cobalt (Co60) in the treatment of carcinoma of the uterine body. The apparatus consisted of a steel spring loaded with multiple small sources of radioactive cobalt, with inert steel pellets between them. At the fundal end of the applicator, six contiguous cobalt sources were used. Each source had a strength of 2.8 mc. and, in an average case, 74 mc. were required. This delivered a dose of 6,000 r to a plane 1 5 cm. away from the applicator in 2 insertions of thirty hours or so, separated by an interval of a week (Jones, 1952) .
After dilatation of the os, the cervix tube was inserted. The loaded spring was passed through the tube and opened out to assume accurately the shape of the uterine cavity. The ends of the spring fitted tightly into a drilled brass cylinder which rested in the cervical canal. The cylinder and cervix tube were kept in position by a brass plug and key (Fig. 1) . The apparatus was removed without anesthesia. Since 1950, 15 cases had been treated. So far, none had recurred locally. It would seem that this -radical radiotherapeutic technique had a place in the management of those cases of carcinoma of the uterine body considered unsuitable for operation, particularly if there was no clinical evidence ,of spread to the parametria. This method did not deliver an adequate dose of radiation to the vaginal vault, and though no recurrences had yet been encountered there in this series, additional radium sources would be needed for vaginal insertion. The treatment did not upset the patient and there had been no radionecroses. (Strickland, 1953) . REFERENCES JONES, D. E. A. (1952) Acta radiol., Stockh., 38, 41. STRICKLAND, P. (1953) J. Obstet. Gynac., Brit. Emp., 60, 898. Mr. H. Arthure said that he intended to use the cervical clamp described by Mr. Percival. He had no doubt that surgery was the treatment of choice in carcinoma corporis, but he believed that the risk of a recurrence in the vaginal vault could be minimized by a preliminary Stockholm dose of radium, one or two weeks before operation, in order to destroy superficial cancer cells. He had been using this method since 1947 without preliminary suture of the cervix, and had not so far seen a vaginal recurrence. A Wertheim hysterectomy must be performed if involvement of the cervix was suspected, otherwise total hysterectomy and removal of the appendages should be sufficient.
Mr. Anthony Green (Royal Northern Hospital, London): Demonstration of Treatment Methods in use and a New Method of Employing Radioactive Tantalum in a Balloon The methods in use were divided into:
(1) Those methods which irradiate the uterus satisfactorily in the lateral plane only. These are (a) The Marie Curie Hospital method (Hurdon, 1942 ) employing a central radium tube and 2 cornual applicators; (b) Y-shaped radium applicator: the 2 limbs of the Y go up in the direction of the cornua (Schmitz et al., 1952) ; (c) The new Mount Vernon Hospital method (Jones, 1952) . A radioactive cobalt loop occupies the fundus and lateral walls.
With these methods it is not possible to obtain adequate radiation in the antero-posterior plane in a large uterus without giving a very high intrauterine dose and taking a risk of late necrosis.
The five-year results where available, (a) and (b), are inferior to those below. Results.-Earlier cases were treated with a pseudo-balloon by wrapping latex sheet around the radium in the fundus in order to imitate the balloon method. The patients treated were in the main considered inoperable by their gynmecologists. 9 cases-7 alive-5 symptom free for five years or more.
2 recently treated but locally well. 2 dead-I generalized abdominal metastases.
1 presumed dead (lost to follow-up). Operative mortality: 0. Morbidity: transient diarrhoea in some. Details of treatment of these cases were given. The total dosage was 6,000 to 8,000 r given in 2 doses 1 cm. beyond the outside of the balloon, i.e. peritoneal surface of uterus.
The demonstration also showed the flexibility of an empty malignant uterus in both dimensions as well as its strength under tension by the use of attached weights. Spring-mounted cornual irradiators combined with a central radioactive source were shown as one of the methods available for treating the small flat uterus.
Future.-Schmitz has shown that using pre-operative irradiation with the Y applicator there is a 65 % survival but this rises to 86% of cases when the uterus has no viable cancer remaining. It follows that any method of treatment, e.g. balloon, which may increase the number of cancer-free cases has a possibility of increasing the five-year survival rate in the direction of 86 %.
Thanks are due to Miss Fisher, B.Sc., for the excellent dose curves, to Mr. B. A. Spicer for so ably providing the apparatus, and to the School of Stitchery and Lace for the silk covers.
